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MR. CHARLES A. MORTON felt that after the lapse of twenty years the subject might well be again considered.
As the years go by surgeons more and more become impressed with the need for very extensive removal in dealing with a malignant tumour ; they remove the surrounding parts more widely, and they follow the glands farther and farther away from the primary growth. I might give you illustrations of this in connection with the removal of malignant growths from almost all parts.
Most surgeons now remove the great pectoral muscle in excising a cancerous breast, and some of us go farther, and as a routine practice clear out the supra-clavicular glands as well as the axillary, whether we can feel them to be enlarged or not, and in so doing sometimes remove glands already cancerous, but which could not be felt to be enlarged before operation. In operating for cancer of the uterus, much better results as to non-recurrence have been obtained by removing the cellular tissue around the lower segment of the uterus, and also the pelvic glands by the abdominal method of operating, than in the method of simply removing the uterus alone.
Within a very short period of the removal of a cancer of the tongue, some of us now remove the set of glands in which recurrence is likely to take place, and do not wait for evidence of such recurrence.
Not only do surgeons remove the tissues more widely than they did a few years ago when operating for excision of malignant growths, but in some cases they remove the whole organ affected. We have been familiar with such a procedure in connection with cancer of the stomach for many years, but it is perhaps hardly so well known that the bladder has been removed in several cases after transplantation of the ureters. In certain situations in the bladder a malignant growth can be excised, together with a portion of the bladder wall; but if it involves the base extensively, resection of the whole organ may be the only possible way of removing it. In the female the ureters are transplanted into the vagina, and in the male the best plan seems to be to implant them on the skin of the loin at a preliminary operation. The During the last year I have had three cases of abdominoperineal excision of the rectum for cancer, and all three were women, and in two the signs of severe shock came on during the operation ; but by the use of immediate intravenous infusion I was able to finish the operation, and send them back to the ward with a fairly good pulse, nor did it fail later. In the third case there was no shock at the time of the operation, yet her pulse was not very good early next morning, but it very quickly improved with subcutaneous saline infusion. In the first case in which I did this operation (not one of those cases I have just mentioned) the growth seemed very advanced and quite fixed on rectal examination, and I opened the abdomen with the intention of performing simply a colostomy ; but I found that from within the abdomen I could just move the mass of growth on the bony pelvis, and I removed it by the abdominoperineal method ; but it was an unusually extensive and difficult operation even for this method, and the man sank the day after the operation.
In another case I found the growth infiltrating the wall of the bladder, a condition which could only have been recognised by the abdominal, operation, and in trying to separate the two organs, before it became evident that the condition was one of infiltration and not simply adhesion, I opened both the bladder and rectum, with fatal result. In yet another case, also in a male, I found it necessary to resect an unusual length of colon in order to get away a group of malignant glands situated as high up in the meso-colon as the origin of the inferior mesenteric artery; but in this case the growth was situated about the junction of rectum and pelvic colon, and I did the whole operation through his abdomen without any serious shock. In this case the lower ?extra peritoneal?portion of the rectum was not removed.
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